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	CBO
	Community Based Organisation

	CRPD 
	Convention on the Rights of Persons with Disabilities

	DALYs
	Disability-adjusted life year 

	DG 
	Director General 

	HMIS
	Health management information system 

	KADBUSA 
	Kaduna State Bureau for Substance Abuse Prevention and Treatment

	KADSAMHSA 
	Kaduna State Substance Abuse and Mental Health Services Agency

	LGA 
	Local Government Authority 

	MoH 
	Ministry of Health 

	MH 
	Mental Health 

	mhGAP 
	Mental Health Gap Action Programme 

	MNS
	Mental, Neurological and Substance use conditions (disorders) 

	OPD 
	Organisations of Persons with Disabilities 

	PHC 
	Primary Health Care 

	PLE 
	People with lived experience 

	PSW 
	Peer Support Workers 

	UHC 
	Universal Health Coverage

	WHO 
	World Health Organisation 

	WRO
	Women’s Rights Organisations 
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[bookmark: _Toc223010984]Executive Summary
Mental illness is the leading cause of disability globally and has gained increasing recognition as a matter of global health significance - including in the United Nations’ Sustainable Development Goals. Despite this high-level focus over nearly half a century, mental health services are still largely overlooked by primary health care in many low-income countries. 
In recent years, there has been much more attention paid to improving the integration of mental health at the community and primary healthcare level with the intention not only of reducing mental health care costs, but also improving diagnosis, uptake, referral, treatment, and reducing stigma and discrimination. Mental, neurological and substance use disorders (MNS) affect approximately 10% of the general population globally.  Women of reproductive age may be more susceptible to mental health problems due to psychosocial stressors, as a result of specific biological and social factors which are unique to women.
Mental health is a state of well-being in which the individual realises his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community (WHO, 2021)

Nigeria signed into law a National Mental Act in 2023 after many years of advocacy and campaigning. Kaduna State was the first state in Northen Nigeria to domesticate the national law in 2025. Like the National law, the Kaduna Law seeks to protect and strengthen the human rights of people with mental health conditions and affirm mental health as a basic human right. It sets out a range of protections for persons with mental health conditions, taking a de-institutionalisation approach, emphasising treatment and rehabilitation in the least restrictive environments. It also identifies the Kaduna State Substance Abuse and Mental Health Services Agency (KADSAMHSA)[footnoteRef:2] as the agency responsible for mental health and substance abuse across the State.  [2:  KADSAMHSA has evolved from the Kaduna State Substance Abuse Prevention and Treatment Agency (KADBUSA). ] 

This Reference Note has been developed to support the operationalisation of the Mental Health Bill in Kaduna State, setting out relevant best practice from a gender, disability and social inclusion perspective. The table below summarises the models and good practice that are included in the reference note.  



	
Best practice models of health care delivery  

	Models explored include: 
· Integrated community based mental health services
· Task-sharing or task-shifting models 
· Community-based mental health care 
· Digital delivery of mental health services 
· Peer support by people with lived experience 

	Financing options 

	Models explored include: 
· Integrating mental health funding into primary health care budgets, ensuring standalone budget lines for mental health. 
· Budgets trickling down from national level to local governance levels to health facilities
· Universal health insurance schemes used to allocate funds to mental health services.
· Alternative sources of funding identified from beyond government / state funding – private sector, civil society and philanthropy for example.
· Integrating mental health into Essential Health Package.

	Monitoring and evaluation frameworks 



	· A range of indicators are proposed that could be integrated into the existing health management information system.
· Specific indicators for child and adolescent mental health developed alongside other indicators for the general population.
· Appropriate disability disaggregation needed across a range of indicators, along with gender, age and location. 

	Inclusive approaches 

	People with psychosocial, cognitive and intellectual disabilities experience a range of rights violations, including exclusion and discrimination which need to be addressed. Ways to address this include: 
· Community-based delivery of mental health care and the integration of mental health diagnosis and treatment to primary health care are strategies rooted in a rights-based approach to service delivery, and are likely to contribute to making services more accessible for hard to reach groups.
· Integrating mental health screening and support into perinatal and postnatal maternal health services may help to increase awareness of both common and severe mental health conditions that can affect expectant and new mothers. Therapeutic support can be provided as necessary. 
· Consider the impact of poverty and economic hardship on people’s mental health and address wider social and environmental factors that may impact on people’s mental health as part of a comprehensive package of care. 
· Involve people with lived experience in both delivery of peer support and therapeutic care, but also in governance and decision-making bodies like KADSAMHSA and MHAC. 
· Ensure safeguarding procedures include issues of coercion, detention, restraint, decision making, assessing mental capacity, confidentiality, privacy, redress mechanisms and human rights protections. 

	Roles and responsibilities 

	· The delivery of comprehensive and effective mental health services requires a range of roles and responsibilities to be established to support governance and leadership, public awareness, service provision at different levels, and data and research.
· Governance and leadership are essential to support implementation and coordination. 
· Task shifting models requires community outreach, for delivering health education, basic psychosocial support and referrals; primary health care level to support the identification and management of moderate mental health conditions; and general hospital to accept referrals for more severe cases and provide inpatient support. 



What Kaduna is currently doing 
The Kaduna Mental Health Law has many clauses that are closely aligned to good practice models, and WHO recommendations, and work has already begun on integrating mental health services into secondary and primary health care facilities, through training and task-shifting models. 
Key informant interviews confirmed a high-level commitment to this approach but reiterated that much of the work to operationalise this is just beginning.  Current integration efforts are focused on capacity building and training of health staff at secondary facility level. There has been a recent recruitment drive for more health care workers which has successfully increased the number of available staff. Kaduna’s tertiary teaching hospitals have been supporting the capacity building roll out. 
The Law specifies providing a community -based approach to the provision of mental health care services and working in partnership with civil society organisations, and people with lived experience to offer the most acceptable and effective services closer to those who need it. The State is also working on developing standards and an accreditation process for organisations providing mental health services that are working outside of the formal health sector. This might include religious and community-based actors, many of whom have received no formal training
The Kaduna Mental Health Law is aligned to the UN CRPD and has strong human rights framing.  This is a significant first step in improving the inclusion and adherence to human rights for persons with psychosocial, intellectual and cognitive disabilities, but still requires major shifts in practice and attitudes among health providers, policymakers, civil society and the wider communities.   
The leadership is committed to improving access to mental health services in Kaduna. Having these champions in place is essential for the successful and sustainability delivery of mental health services at all levels throughout the State.  
This Reference Note outlines a number of considerations for KADSAMHA to review. 
· Integration of mental health into community-based primary care is not only cost effective but improves detection and management, reduces stigma and protect human rights. 
· Consider the different needs and interventions for women and men, adolescents and young people, older people, and those experiencing conflict related trauma and provide appropriate and accessible interventions tailored to their needs. 
· Health care providers, including community health workers can become overburdened by these extra duties, especially in settings with substantial burdens of disease - adequate support and supervision is need to help them manage the work.. 
· Task sharing alone is not enough to address all mental health needs and needs to be combined with a range of other strategies to support scale up.   
· Establish a framework of collaborative care and referral system to formalise the links between CSOs, FBOs, OPDs, and WROs all who provide mental health support, psychosocial support, support groups or peer networks.
· Digital technologies can support task-shifting, but digital exclusion may impact those most in need of mental health support. Data protection, privacy and confidentiality are critical issues to be aware of when considering providing a digital mental health service. 
· Peer support workers (PSW) should complement the services provided by clinical providers as part of a wider referral pathway, and not replace it.  Peer support may be particularly useful for specific groups like new or expectant mothers, young people etc. 
· Mental health indicators should be integrated into the existing health management information system (HMIS) at State and Facility level and not overburdened clinician teams. 
· People with lived experience and the organisations supporting them should have a greater role in the governance structures and not just as peer support workers and councillors. They should be fairly remunerated, with clear role descriptions. 
1. [bookmark: _Toc223010985]Introduction 
1.1. [bookmark: _Toc223010986]Background
       “There is no health without mental health.”(WHO)
Mental illness is the leading cause of disability globally (Chisholm, 2016), and across all countries, regardless of income, physical ill-health is given a higher priority than mental ill-health (Jenkins, 2000).
Globally, the incidence of mental ill-health has grown and has gained increasing recognition as a matter of global health significance - including in the United Nations’ Sustainable Development Goals. 
SDG Target 3.4 Reduce by one third premature mortality from non-communicable diseases through prevention and treatment and promote mental health and well-being. (UN, 2015)
Since the Alma-Ata Declaration of 1978, which declared health  - physical and mental - a fundamental human right, and identified primary health care as the key mechanism to deliver this, the WHO has been supporting and championing the integration of mental health into primary health care globally. 
Despite this high-level focus over nearly half a century, mental health services are still largely overlooked by primary health care in many low-income countries (Mwape, 2010), and Nigeria is no exception. In recent years there has been much more attention to improve the integration of mental health at the community and primary healthcare level with the intention not only of reducing mental health care costs, but also improving diagnosis, uptake, referral, treatment, and reducing stigma and discrimination. According to the WHO, between 76% - 85% of people with severe ‘mental disorders’ receive no treatment for their condition in low- and middle-income countries (LMICs), and in high income countries (HICs) the gap is between 35% - 50% (WHO, 2021).  
Understanding Mental Health 
	Box 1: Mental Health Conditions 
Mental health is a state of well-being in which the individual realises his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community (WHO, 2021) 
Common mental health conditions include depression, anxiety, stress-related conditions, traumatic responses and substance use. 
Severe conditions include psychoses, such as chronic schizophrenia, severe bipolar disorder, severe depression and other debilitating conditions. 



Mental, neurological and substance use disorders affect approximately 10% of the general population globally.  In conflict affected countries, or those affected by humanitarian crises, this increases to 20% - with nearly three quarters of those in need unable to access effective mental health services (Ibrahim, 2022). 
Although the burden of disease in many low-income countries is largely attributed to communicable diseases and maternal, neonatal and nutritional disorders, mental ill-health is now a considerable contributor to disability-adjusted life year (DALYs) worldwide. Burden of disease studies show that mental and substance use disorders accounted for 7.4% of all DALYs worldwide, of which depressive disorders accounted for nearly half (40.5%) of all DALYs caused by mental and substance use disorders, with anxiety disorders, illicit drug use disorders and alcohol use disorders all between 10 - 15 % (Whiteford, 2010). With the growing awareness of the contribution mental ill-health plays to a nation’s health and well-being, many countries across Africa, and beyond, have been re-examining their outdated Mental Health laws, many of which date back to colonial regimes and represent discriminatory and harmful policies. Recent studies have identified gender-related differences in prevalence of specific mental health disorders, in particular among women of reproductive age who may be more susceptible to mental health problems due to psychosocial stressors, as a result of specific biological and social factors which are unique to women (Li et al, 2026). 
While there is strong reliance on a biomedical model of treatment across Africa, there is an increased understanding of the biopsychosocial model which recognises the interdependence of different factors that might impact a person’s mental health and wellbeing. This model requires that a range of support services from the health sector, as well as social protection, education and community-based services, are made available to support individuals experiencing mental health conditions.  
	Box 2:  Models of treatment of mental health 
The Biomedical model for mental illness looks for biological causes for mental ill-health, such as genetics, brain functioning, and hormone levels. It focuses solely on diagnosis, treatment, symptom reduction and containment, often emphasising pharmacological treatment. It views the individual as the problem and does not adequately address all areas of a person’s life. 
The Social Model for mental health (as for disability) considers the social and structural conditions as influencing an individual’s mental ill-health rather than something within the individual. 
The Biopsychosocial model combines biological, psychological and social and environmental factors, recognising that mental health can be affected by many different factors and treatment needs to be adapted for individuals and context (see below).
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The bio-psycho-social model for mental health. Adapted from Open University model included in Gebert & Lowe, 2025)



Mental Health Law in Nigeria and Kaduna State
In Nigeria, the Lunacy Act was introduced in the early 20th Century, amended and renamed in 1958. The Act, like many at the time, focused on the detention and confinement of people with mental health conditions, referred to as ‘lunatic’.  In 2021 the National Mental Act was introduced after many years of advocacy and campaigning and was signed into law in January 2023.[footnoteRef:3] The Act established a Department of Mental Health Services in the Federal Ministry of Health and included a much stronger focus on the human rights and safety of people experiencing mental ill-health or with mental health conditions. It emphasises treatment and rehabilitation in the least restrictive environments.  A Mental Health Fund and Mental Health Assessment Committee were also mandated through the law.  [3:  https://placng.org/Legist/landmark-mental-health-bill-receives-presidential-assent/ ] 

Kaduna State was the first state in Northen Nigeria to domesticate the national law, and in 2025 Mental Health Law was signed into law by Governor Uba Sani. Similar to the Federal Mental Health law, the Kaduna law seeks to protect and strengthen the human rights of people with mental health conditions and affirm mental health as a basic human right. It sets out a range of protections for persons with mental health conditions, including taking a de-institutionalisation approach. Historically, most mental health conditions in Kaduna State were addressed at the tertiary level, particularly in the neuropsychiatric hospitals, which have not been formally or systematically integrated into primary or secondary facilities[footnoteRef:4]. As one key informant explained, this approach is now viewed as inappropriate, unethical and inefficient, and the focus has shifted to integrating mental health care into primary and secondary health settings.  [4:  Information shared in key informant interview with government stakeholder.] 

The law represents an important milestone in the evolution of the Kaduna State Substance Abuse and Mental Health Services Agency (KADSAMHSA). The Agency evolved from the Kaduna State Bureau for Substance Abuse Prevention and Treatment (KADBUSA), which had a mandate solely on substance abuse. This focus has now widened to include mental health.  Alongside KADSAMHSA a Mental Health Assessment Committee, similar to the one at Federal level, will be established as a multi-disciplinary oversight body.
The Kaduna Mental Health law focuses on persons with intellectual, psychosocial or cognitive disabilities.  These groups are understood to be at greatest risk of rights violations, due to the perception that they lack capacity, and may be subjected to coercive decisions without adequate safeguards[footnoteRef:5].  [5:  Information shared in key informant interview with government stakeholder. ] 

To date the State is making good progress operationalising the Law and there is strong leadership commitment to this work at both KADSAMHSA and within the State Ministry of Health. This Refernce Note seeks to highlight where progress has been made and where continued efforts are needed.  It aims to provide a synthesis of good practice and learning from other countries who have undertaken to strengthen their mental health services in different contexts to provide a reference document for policy makers and implementation teams. 
1.2. [bookmark: _Toc223010987]Purpose of the Reference Note  
This Reference Note has been developed to support the operationalisation of the Mental Health Bill in Kaduna State, setting out relevant best practice from a gender, disability and social inclusion perspective. The Note is intended to focus only on the Healthcare sector, however it could be applicable or used for other sectors, such as Education, Human rights, Housing and Employment. 
The Note references good practice models for service delivery, financing options, monitoring and evaluation frameworks and inclusive approaches that could be considered. It also provides an overview of what the key roles and responsibilities are, including who could be involved in operationalising the Bill, who should be consulted and how to engage them. 
It is not intended to provide a roadmap or step-by-step guide on how the law should be operationalised but rather provides a collection of good practice and key considerations that could be made when operationalising the Mental Health Law. 
1.3. [bookmark: _Toc223010988]Methodology
This Reference Note was developed using the following methods: 
Desk Review 
A rapid, and non-exhaustive literature review was conducted to identify good practice models of mental health provision in low-income countries. The literature used targeted search terms focusing on mental health services, community-based mental health care, integrated mental health care, task shifting / task sharing, WHO Mental Health Gap Action Programme (mhGAP).  We also included geographical terms, including Africa, West Africa, Nigeria, low- and middle-income Countries (LMICs). 
Searches used academic databases and Google Scholar to search for literature as well as backward and forward snowballing.  A review of WHO guidance and reports on Mental health was also critical for this document.  
Key informant interviews 
5 key informant interviews and 3 focus group discussions were conducted in Kaduna by a Senior Researcher; interviews were transcribed and coded 
Data analysis workshop 
A data analysis workshop was held with both the research team and PACE team on the conclusion of the key informant interviews and FGDs 
Validation meeting at State level 
A validation meeting was held on 13th February with members of the KADSAMHSA and PACE teams to present the contents of the Reference Note and identify any errors or misunderstandings. All feedback provided during that meeting has been incorporated in this final version of the Reference Note. 
2. [bookmark: _Toc223010989]Best practice models for service delivery in the healthcare sector 
2.1. [bookmark: _Toc223010990]Integrated, community-based mental health services 
The principal recommended service delivery model is detailed in the WHO’s World Mental Health Report:  Transforming Mental Health for all (WHO 2022), which emphasises a multi-sectoral, community-based mental health care system, which centres a human-rights-based and recovery-oriented approach that is person-centred, delivered at the community level through primary health care units.  This model suggests a process called ‘task-sharing’ or ‘task shifting’ to use existing workforce and infrastructure and expand community outreach.  
This model typically involves a network of interconnective services (Bolton, 2023): 
· Mental health services integrated in general health care, through task sharing and non-specialist providers.  
· Community mental health services which meet the needs of people living with mental health conditions and their families. 
· Services beyond the health sector that can deliver mental health care, including schools, workplaces, justice and other key social protection services.  
Much of the literature focuses on this model of integrated community-based care, which forms the foundation of the Kaduna Mental Health Law and how the State intends to deliver mental health services.  
The WHO pyramid framework shown below (fig. 1) provides a guide for countries on how to organise mental health services using a community-based approach. The framework shows that the majority of mental health care can be delivered at the community level through integrated health services, by trained non-specialist health professionals, such as physicians, nurses and midwives. The WHO mhGAP provides the structure to train these professionals. Community health workers and volunteers can act as the bridge between informal and formal health care services (Ibrahim, 2022).  
[image: The World Health Organisation Optimal Mix of Services for Mental Health ...]
Fig 1. WHO Optimal mix of mental health services  
Current practice 
· The Kaduna Mental Health Law states clearly that every public healthcare facility should provide integrated mental health treatment at all levels (paragraph 24 (1)), and that mental health should be integrated into ‘disease-specific’ programmes including HIV, maternal, sexual and reproductive health programmes and adolescent health programmes (paragraph 24 (3)).
· Key informant interviews confirmed that there is high level commitment for this, but that as yet mental health is not formally or systematically integrated into other health services, and while some staff have received training this is yet be formally operationalised at the facility level.  As one stakeholder explained:  
“integration remains largely aspirational rather than operational.”
· Current integration efforts are focused on capacity building and training health staff on the mhGAP at Secondary facility level. 
Considerations 
· Integration of mental health into community-based primary care services is seen to be not only cost effective but improves detection and management of mental health conditions, helps reduce stigma and protect human rights. 
· There is a need to consider the different needs and interventions for women and men, adolescents and young people, older people, and those experiencing conflict related trauma (see section on approaches to inclusion below). 
· There is some evidence that cascade training by Master Trainers is an effective model for training frontline Primary Health Care workers (see box below).

	Box 3: Integrating Mental Health in Osun State, Nigeria (Gureje et al, 2015) 
A pilot project to integrate mental health services into primary health care was implemented in 8 LGAs in Osun State over an 18-month period, using the WHO mhGAP to train health care workers to deliver mental health services. 
A total of 198 primary care workers, from 68 primary care clinics, across the 8 selected LGAs were trained in the detection and management of four mental, neurological and substance use (MNS) conditions - moderate to severe major depression, psychosis, epilepsy, and alcohol use disorders, using the mhGAP Intervention Guide (IG).
The study concluded that it is feasible to scale up mental health services in primary care settings in Nigeria, using the mhGAP-IG and a well-supervised cascade-training model. They found the training to be pragmatic and cost-effective and relevant for contexts with few specialist mental health providers.
The study findings include: 
· A cascade training model is effective to build skills of primary health care workers using the mhGAP-IG, in contexts where there are few specialist trainers available. 
· Building this level of secondary providers can support monitoring and evaluation activities and expertise along the referral pathway. 
· Where specialists are not available there may be a need to recruit Master Trainers from outside the country (or the State) to build the capacity of local trainers. This would likely be a one-off effort while capacity is built at secondary level.  
· Refresher training is essential for all participants to ensure skills and knowledge remain active.
· Scheduled supervision and clinical observations were found to be effective and helpful. 
· A programme of public engagement activities was important to raise awareness about mental health conditions and highlight how common these conditions to challenge the stigma experienced by people with mental health conditions which can prevent them accessing services. 



2.2. [bookmark: _Toc221051704][bookmark: _Toc223010991]Task-sharing or Task-shifting models 
Task sharing has been found to be an effective approach for both first line diagnosis and for delivering brief psychological interventions (WHO, 2023).  It is an important component of integrating mental health within general health care as it enables non-specialist health workers to provide support for more common mental health conditions.  This is seen as a cost effective and efficient way to increase access to mental health services while freeing up specialists to support more complex cases, and addressing workforce shortages of specialist mental health providers, psychiatrists and psychologists.  It includes sharing specialist tasks with primary health care providers and community health workers across all the country sites, which is likely to make this more accessible for people in rural areas, and women and children. There is international evidence that with adequate training and support this level of worker can successfully be used to help screen and identify women and men with mental disorders, as well as deliver certain evidence- based psychosocial counselling interventions (Petersen, 2019).  It is a key component of community-based mental health care which is discussed further below.
	Box 4: Somalia Marwo Caafimad programme
The Marwo Caafimad programme was developed by the Somalia Ministry of Health together with UNFPA, WHO and UNICEF to address the high rates of maternal and infant mortality. The programme has recruited and trained a network of female health workers to delivery community based integrated health care. Using this network of community health workers and training them in mental health and psychological services (MHPSS) through a task shifting strategy could be an effective model to address the growing demand for mental health services at the community level. As yet no effectiveness studies have been conducted, but it is seen as a promising strategy. (Ibrahim, 2022).



Current practice 
· Kaduna State has begun the process of implementing a task sharing model and provided training on the WHO mhGAP to personnel at Secondary Health Facilities last year.
· There has been a recent recruitment drive of an additional 1,800 health care workers in the State, some of whom will be involved in the delivery of mental health services.[footnoteRef:6]  [6:  Information shared in key informant interview with government stakeholder] 

· Kaduna has three Tertiary Institutions - training and teaching hospitals - which have been able to support the training delivered to date. 
· The training has also been rolled out to all personnel at primary health centres, including security personnel, to support them to identify someone with a mental health issue.[footnoteRef:7] [7:  Information shared in key informant interview with government stakeholder] 

Considerations
· Health care providers, including community health workers can become overburdened, especially in settings with substantial burdens of disease, with these extra duties assigned to them.  It is therefore crucial that adequate support and supervision is available to help them manage both the workload and the psychological impact this work may have on them. 
· Task sharing alone is not enough to address all mental health needs and needs to be combined with a range of other strategies to support scale up, which are discussed further below.   
· It is important to consider recruiting both women and men as community health workers to ensure support is delivered in the most gender-sensitive and accessible ways.  
2.3. [bookmark: _Toc221051705][bookmark: _Toc223010992]Community-based mental health care 
Community-based mental health care is designed to bring services closer to where people live and work. This supports people to recover in their everyday environments, reducing isolation and is a key element of the de-institutionalisation agenda.  WHO recommend this as an evidence-based model for expanding access to care, advancing rights and improving health and social outcomes. Community based care is not just a cost saving intervention but is seen as fundamental to protection and maintaining the human rights and dignity of people experiencing mental ill-health. 
Community-based care complements the integration of mental health services into primary health care and can include community health workers, mobile teams, day centres and peer support networks.  It also considers mental health support which might be integrated into non-health care settings such as schools, workplaces and other social services. Informal support services that are provided through community and family structures are an important component of this provision.   
Current practice 
· The Kaduna Mental Health Law includes several references to providing a community -based approach to the provision of mental health care services (4. (f)), supporting the rehabilitation and integration of persons with mental health conditions into the community, though community and family-based care (7. (b)) and improve linkages between community support and facilities (8. (a)).
· The law also mentions the need to collaborate with and support NGOs, FBOs and other community groups providing mental health services (24.2 (e)). 
· The State is also working on developing standards and an accreditation process for organisations providing mental health services that are working outside of the formal health sector. This might include religious and community-based actors, many of whom have received no formal training.[footnoteRef:8]  [8:  Information shared in key informant interview with government stakeholder] 

Considerations
· A framework of collaborative care and referral system could be established to formalise the links between civil society organisations (CSOs), Faith Based Organisations (FBOs), Organisations of Persons with Disabilities (OPDs) and Women’s Rights Organisations (WROs) who all provide mental health support, psychosocial support, support groups or peer networks. The support they provide is frequently aligned with the mental health priorities but not formalised, or accredited. 
· Consider offering or inviting CSOs, FBOs, OPDs, WROs and community workers and volunteers in mental health to specific trainings to increase skills and capacity in diagnosis and basic therapeutic/psychosocial interventions.  
	Box 5: A community-based model for mental health. Abuja, FCT, Nigeria[footnoteRef:9] (Cohen, 2011)   [9:  This study was conducted to address the lack of evidence about community-based strategies for delivering efficacious mental health interventions in LICs.  It compared 3 case studies in Nigeria, Philippines and India. This summary relates to the Nigeria programme only. The case study methodology did not explore outcomes or results.   ] 

Programme: Services for People with Disabilities, Abuja, Federal Capital Territory, Nigeria, funded by Christian Blind Mission (CBM).
A qualitative case study was undertaken to explore different community-based strategies for delivering mental health services. One example was in Abuja where mental health services were integrated into a wider community-based rehabilitation programme supporting people with physical disabilities and providing psychosocial interventions to promote economic integration and social inclusion. The mental health component was established to address high levels of epilepsy and psychosis in Nigeria, for which community-based rehabilitation has been shown to be effective. 
The programme engaged 17 field workers (FW) who conducted active case finding, which involved them going house-to-house to look for potential clients and asking for referrals, and regular follow-up with clients. They also conducted outreach activities with government, NGOs and community leaders to increase psychoeducation and referrals. Many former and current service users acted as internal source of referrals to friends and family members. 
One community psychiatric nurse (CPN) was engaged to provide diagnosis and medication management. Clinical care took place during home visits or at a clinic in a remote rural community. 
Medication was a key component of the treatment, and a revolving drug fund was available providing medications just slightly above cost price. 
Self-help groups were organised to support advocacy, peer support and livelihoods activities.  
Challenges: Lack of information systems and routine data collection on clinical and social outcomes; reliance on external donor funding, limited sustainability; lack of human resources – in Abuja there was no psychiatrist who the CPN could refer to; long distances to travel to conduct house visits across the FCT.  



2.4. [bookmark: _Toc221051706][bookmark: _Toc223010993]Digital delivery of mental health services 
Digital health technologies, while not new, have rapidly expanded since the COVID-19 pandemic, and are now being offered in many countries across the world. According to a WHO survey, around 70% of the countries adopted some form of digital intervention, either telephone support or videoconferencing during the pandemic to replace in-person consultations (WHO, 2023). Technologies include mental health apps to encourage mindfulness, or digital psychiatry and counselling offering remote delivery of mental healthcare, either live and interactive or internet-based, information provision or self-directed process. There is some evidence that digital technologies could be used to support task-shifting - for training of non-specialist staff as well as providing supervision and advice on diagnostics, treatment and referrals (Mudiyanselage, 2024). 
There is likely to be scope to explore and expand digital delivery of mental health services as ownership of smartphones and access to the internet is ever increasing across many parts of the Global South, but this must be done taking into consideration health equity, digital inclusion and safety and confidentiality. 
The research and evidence is still limited on many aspects of digital delivery of mental health services, including how social media, virtual reality and big data analytics could be used.   
Current practice
· Kaduna State has established a telepsychiatry unit at the Neuropsychiatric Hospital, staffed by psychiatrists to provide remote mental health consultations to health facilities across the state. 
· This initiative is intended to expand access to specialist mental health services, particularly in underserved areas, while broader specialist capacity is gradually being developed (key informant interview).
Considerations
· Digital technologies have the potential to support task-shifting.  Mobile or internet-based services could support monitoring and supervision of non-speciality. professionals by specialists, without the need for frequent face-to-face meetings   
· They could be used to deliver low-intensity psychological interventions by non-specialists (Chakrabarti, 2024). 
· Mobile technologies can be used in training non-specialist staff. 
· It is important to consider the digital divide among the communities most at risk or in need of services. Digital exclusion may impact those most in need of mental health support. The potential risk or harm for people with, or at greatest risk of, mental ill-health as a result of these barriers to access needs to be considered. Those least likely to have access to mobile technologies are those in rural areas, older people, persons with low literacy levels, those with cognitive of intellectual disabilities, and women. Many of whom are also likely to have less access to in-person support, thus risking excluding them further. 
· Data protection, privacy and confidentiality are critical issues to be aware of when considering providing a digital mental health service. 
· Any digital services developed should consider the needs and views of service users and people with lived experience (see section 5 below for further discussion on this). 

2.5. [bookmark: _Toc221051707][bookmark: _Toc223010994]Peer support by people with lived experience 
Peer support refers to mental health support provided by people with lived experience of a mental health condition who have been trained to support others living with mental health conditions. It is an established recovery-oriented intervention and can be used to complement clinical care and strengthen community-based services (Puschner et al, 2025).
The support is often delivered through community or primary care settings and includes the peer support worker (PSW) providing emotional, social and / or practical support, either through one-to-one counselling or peer-led support groups. There is some evidence that the use of PSW workers can improve adherence to care and may be more acceptable to people experiencing mental health difficulties (Puschner et al, 2025), particularly among groups that might experience greater stigma, including women and older people.
This approach strongly aligns with a task-sharing, community-based and rights-based approach to mental health care delivery.  
	Box 6: UPSIDES - Peer Support Worker Model. Puschner et al, 2025 
UPSIDES peer support is a structured service provided by a trained person with lived experience of recovery from a mental health condition to another person with a serious mental health condition. The intervention is grounded in core principles of peer support, including mutuality, reciprocity, non-directive, strength-based approach, and with a focus on recovery and community engagement outlined in the UPSIDES conceptual framework. The intervention allows for flexibility to adapt and contextualise the approach. It can be delivered in either individual or groups settings, through weekly or fortnightly meetings over a period of 6 months. 
A multi-centre RCT was conducted in LMICs and HICs including Uganda, Tanzania, Israel, India and Germany. Over half the participants were women. 
The study found that UPSIDES peer support improved social inclusion, hope and empowerment, with substantial improvements noted for empowerment and especially for hope, but no improvements were found for health or social functioning. These findings reinforce previous findings that peer support is especially beneficial for recovery-related and patient- rated outcomes but has little effect on clinical and staff-rated outcomes. The study findings were not disaggregated by sex so it is not possible to comment on differences in effectiveness among women and men. 



Current practice 
· Paragraph 24. (2) (d) of Kaduna’s Mental Health law requires person with mental health conditions with practical experiences to be engaged as peer support workers.
Civil society groups consulted for this Reference Note were unfamiliar with the Mental Health Law and what role they might play in its implementation but were keen to ensure they had an active and meaningful role in both governance and delivery. 

Considerations
· The use of peer support workers (PSW) should not be used in place of clinical providers but rather as a complementary to the support they provide, and as part of a wider referral pathway. PSW can support at both the initial and follow-up stages – in identification and initial refer for clinical support, and then providing reintegration and rehabilitation support and community-based therapeutic group and / or individual interventions.  
· Peer support may be particularly useful for specific groups like new or expectant mothers, adolescents and young people, military personnel, people experiencing bereavement, people with specific disabilities that may affect their mental health – i.e. those with cognitive impairments, or intellectual disabilities. In such circumstances it would be useful to provide the peer support to these identified groups to encourage and facilitate sharing in a safe space. Women’s groups can be especially powerful in these settings.  
3. [bookmark: _Toc223010995]Financing options
According to the WHO, global annual spending on mental health is less than US$2 per person and in low-income countries this falls to below US$ 0.25. This is hugely inadequate to meet the growing needs of increasing mental ill-health, and most of this limited funding – about 67% - is allocated to stand-alone psychiatric hospitals, even though these institutions are associated with poor health outcomes and human rights abuses (WHO, 2021). Bolton et al (2023) asserted that many countries were allocating these limited budgets inefficiently, and in some cases nearly 80% of these budgets were being spent on “outdated specialist hospitals”. While substantial increases in funding are needed to increase access to mental health services, there are things that can be done to examine how funds are currently being spent and reallocate them more effectively through a task shifting approach, and focus on community-based provision which is likely to be less costly that increasing numbers of psychiatrists and specialist mental health providers (Freeman, 2016). 
Integrating mental health services and funding for mental health into primary health care and its budget allocation is seen as a cost-effective strategy (Mugisha et al, 2017).  However, there is recognition that even doing this doesn’t guarantee that in resource constrained settings other priorities won’t take precedence. In South Africa, the budget for mental health services is integrated in the Primary Health Care (PHC) budget but this is often sidelined in favour of other priorities, which undermines efforts to integrate services effectively (Mugisha et al., 2017).
A few different options for financing mental health services were put forward in the literature and shared by key informants that are summarised below. 
Budgets should be designed to trickle down from national level to local governance levels to health facilities (Petersen et al, 2019). Key informants explained that, due to the decentralised structure in Nigeria, budgets were set by the Kaduna State Government, and KADSAMHSA are working with the Kaduna Ministry of Health allocate the budget for mental health.  One key informant mentioned that while the Federal government was not directly funding mental health service provision in the State, the National Health Insurance Scheme could cover a percentage of mental health. The local government health budget is also considering a percentage allocation to finance mental health services. 
Universal health insurance schemes can provide much needed allocation of funds to mental health services (Mugisha et al, 2017). Key informants shared various options for health insurance schemes that could be mobilised for mental health care support. For example, the Basic Health Care Provision Fund provides a contribution for vulnerable people’s health care costs, including under 5s, pregnant women and the elderly.  Several stakeholders spoke of women experiencing perinatal psychosis or postnatal depression who could benefit from this fund. 
Consider how to mobilise resources from beyond government/ state funding, including NGOs or CBOs to provide some of the needed services (Petersen et al, 2019), this might be particularly relevant for community rehabilitation and reintegration after a stay in hospital, or connecting with peer support groups.  Several stakeholders highlighted the important role civil society organisations can play in delivering mental health services, where funding could be opened up by private sector partnerships, development partners, donors and philanthropists. No specific organisations to approach were recommended by stakeholders, however. 
Essential health packages in Zambia (Mwape, 2010). Essential health packages can be a useful mechanism to ensure mental health services and treatment are readily available at all levels; the inclusion of basic psychotropic medications was suggested as a key element of this.
	Box 7: Cost drivers to consider 
· Support and supervision of non-clinical / non-specialist staff by specialist staff 
· Training and refresher training 
· Community based care and rehabilitation 
· Follow-up care from specialist staff 
· Transport to tertiary facilities if required 
· Outreach and psychoeducation to address stigma, discrimination and misinformation 
· Reasonable adjustments for people with disabilities 



4. [bookmark: _Toc223010996]Monitoring and evaluation frameworks
[bookmark: _Toc189821228][bookmark: _Toc189834865]Efforts to scale up mental health care will require adequate information systems to understand both what the need for services are, as well as the uptake, cost, quality and impact of the care being provided on outcomes (Jordans et al, 2016). In many low-income countries, the health management information systems are not routinely collecting data on mental health, and Nigeria is no exception to this as confirmed by stakeholders interviewed: 
“(routine) health data is collected at health facility level, and sent to the State then on to Federal level. We need to incorporate mental health data in that data set – it is not there yet… but we have done some training.”[footnoteRef:10]  [10:  Interview with Kaduna government stakeholder] 

The monitoring and evaluation of mental health services and programmes is required to support quality of care monitoring and scale up services. 
We asked stakeholders to share what types of indicators they think should be collected at facility and at LGA / State level.  Below is a summary of the different indicators that stakeholders proposed – many of which are not currently being collected. These could be organised into a tailored framework enabling both monitoring as well as accountability.
Table 1: Indicators suggested by Kaduna stakeholders 
	Level 
	Indicator
	Disaggregation

	


At facility level – services 

	Demographic data (age, sex, disability status, location) 
	age, sex, disability status, location 

	
	Number of patients seen
	age, sex, disability status, location

	
	Presenting signs and symptoms (observable and reported) 
	

	
	Types of services provided, screening, counselling, referral, medication, follow-up) 
	

	
	Types of services that could not be provided and the reasons for this / identified service gaps
	

	
	Information on referrals and follow-up care
	

	
	Service demand and utilisation trends 
	

	
	Cost of services to clients 
	

	
	Availability and use of medicines 
	

	
	Supply chain data (stock levels, shortages, distribution) 
	

	
	      Overall facility performance and compliance with standards
	

	
	Accountability indicators, including complaints and response timelines 
	

	
	Patient outcomes
	age, sex, disability status, location

	
	Service user satisfaction – feedback from service users and caregivers
	age, sex, disability status, location

	At facility level – staff 

	Number of staff trained in mental health
	sex, disability status, location

	
	      Workforce capacity
	sex, disability status, location

	
	Cadres trained (PHC, secondary care, community health workers) 
	sex, disability status, location

	
	Training cascade data (who was trained, when, and where) 
	sex, disability status, location

	
LGA and State levels

	Aggregated service utilisation data 
	age, sex, disability status, location

	
	Coverage of mental health services across facilities 
	

	
	Training coverage and gaps 
	

	
	Referral pathways and outcomes 
	

	
	Availability and distribution of medicines 
	

	
	Budget allocations and expenditure for mental health 
	

	
	Performance indicators linked to policy targets 
	

	
	Compliance with rights-based and safeguarding standards 
	



Focus group discussion participants from civil society organisations, organisations of persons with disabilities and women’s rights organisations stressed the need for disability-disaggregated data,[footnoteRef:11] noting the current lack of reliable data on persons with disabilities in Nigeria. They recommended clear data templates and with specific indicators to enable analysis of prevalence trends across LGAs and the State.   [11:  Both by presence of disability and by type of disability.] 

They also highlighted the importance of collecting data and feedback from different groups to incorporate into the State monitoring system. This should include:   
· Civil society and community-level monitoring 
· Feedback from service users and caregivers 
· Social welfare and protection systems 
· Education and child protection sectors
· Human rights compliance indicators

A 2016 study to identify indicators for measurement of effective coverage of mental health treatment conducted with the six countries involved in the ‘Emerald’ programme[footnoteRef:12] proposed the following 15 indicators that were ranked and prioritised by a range of experts from the six countries (Jordan et al, 2016).  This list of indicators may be a useful starting point for KADSAMHSA when exploring different possible metrics.  [12:  The Emerging mental health systems in low- and middle-income countries (‘Emerald) aimed to improve mental health outcomes in Ethiopia, India, Nepal, Nigeria, South Africa and Uganda from 2012 – 2017, funding by the European Commission ] 

It is worth noting that the authors of the above study highlighted that participants who reviewed the indicators noted the need for separate indicators for child and adolescent mental health.  Kaduna should consider this given the high priority stakeholders assigned to this group during the interviews. 
Table 2: 15 highest ranking indicators proposed by the Emerald Study (Jordans et al, 2016)
	

Needs
	Number of people diagnosed with severe mental disorders (all health system)


	
	 Rate of suicide deaths and attempts 


	
	 Number of people diagnosed with any mental disorder (all health system)


	



Quality
	 Number of days in last one month that psychotropic medicines were out of stock


	
	 Number of trained mental health workers at inpatient and outpatient service


	
	 Number of people receiving mental health care who are lost to follow-up (drop-out rate)


	
	 Number of patients re-admitted to in-patient mental health care


	
	Number of patients and caregivers expressing satisfaction with received services

	
	Number of beneficiaries who are better, worse or un-changed post treatment compared with pre-treatment, or at standard intervals after starting treatment

	
	Number of serious complications or incidents associated with treatment 

	Financial projection
	Proportion of national health budget allocated to mental health services

	
	Number of people with mental disorders who have some kind of financial protection or insurance against the cost of mental health care treatment

	Utilisation
	Number of people with severe mental disorder who received mental health treatment

	
	Number of people with any mental disorder who received mental health treatment (amongst diagnosed people)

	
	Number of persons taking psychotropic drugs 

	Bolded indicators represent the top 5 ranked indicators selected by the expert panel. 



Considerations  
· Whichever indicators are selected, it will be important for them to be integrated into the existing health management information system (HMIS) at State and Facility level and be incorporated into existing processes - being mindful not to create greater stress on the already overburdened clinician teams. 
· Stakeholders stressed that the Mental Health Assessment Committee should have the primary responsibility to review and use the data for decision making. The data should be used to inform supervision, facility inspections, independent audits, annual reporting (including to the legislature), and enforcement actions, thereby improving service quality and accountability. 
· Kaduna should consider including separate indicators for child and adolescent mental health.  This was seen as a high priority by stakeholders interviewed. 
5. [bookmark: _Toc223010997]Inclusive approaches 
People with psychosocial, cognitive and intellectual disabilities experience a wide range of rights violations including exclusion and discrimination, denial of opportunities to access education, employment, healthcare, and social protection services. They may be at heightened risk of physical and sexual abuse, sexual or financial exploitation. They may be subject to detention and incarceration against their will. Key informants spoke of persons with cognitive or intellectual disabilities being beaten, chained or restrained against their will and experiencing other types of degrading and inhumane treatment that are flagrant denials of their human rights. Decisions are often made for them by others and sometimes against their will. Much of this treatment stems from misconceptions and myths about disabilities, high levels of stigma and discrimination and historical social norms and stereotypes that categorise people experiencing mental ill-health using degrading and discriminatory language. 
The de-prioritisation of mental health services across most of the world in favour of physical health services has contributed to these stigmatising and discriminatory attitudes, although this does seem to be changing, with the modernisation of many of the Mental Health laws across the Majority World, and advocacy by networks and movements of persons with lived experience.  
In 2017, the UN Special Rapporteur called for a paradigm shift away from the biomedical model of mental health to one that prioritises respect for human rights, aligned with the UN Convention on the Rights of Persons with Disabilities (CRPD). The CRPD includes all people with disabilities, including people with psychosocial disabilities.  In response to these calls the WHO developed the QualityRights initiative in 2019, a global initiative to improve the quality of care of mental health services and promote the rights of people with psychological, intellectual and cognitive disabilities. Freedom from coercive interventions, respect for the right to informed consent, and the promotion of autonomy, choice, community inclusion and recovery are at the core of this programme (WHO).
How to make services more accessible 
Several groups were identified as underserved or less able to access mental health services by key informants in Kaduna. The groups mentioned most frequently by stakeholders and in the literature (Mugisha, 2017; WHO, 2021) include:
· Women, especially pregnant or new mothers, who may experience perinatal or post-natal psychosis or depression  
· Adolescents, many of whom may have had mental health conditions in early childhood but intensify at this stage  
· Children with intellectual disabilities at risk of exploitation and abuse. There is a lack of safeguards in place in different institutions to protect them.
· People experiencing conflict related and post-conflict trauma 
· Women with disabilities were mentioned as group particularly vulnerable to neglect, abuse and exclusion from services 
· People who are both hearing and visually impaired were another group made particularly vulnerable by the absence of trained care providers capable of communicating with them.  
Many of the models outlined above were designed to improve access to services and are grounded in the principles of equity and inclusion. These include an emphasis on community-based delivery of mental health care and the integration of mental health diagnosis and treatment to primary health care - both of which are strategies rooted in a rights-based approach to service delivery. 
Integrating mental health screening and support into perinatal and postnatal maternal health services, is recommended to increase awareness of both common and severe mental health conditions that can affect expectant and new mothers, and to provide therapeutic support as necessary where the women are. Ethiopia has identified perinatal mothers with mental health conditions as a special group in their mental health policy, and Uganda has similarly mentioned perinatal mothers among vulnerable groups in theirs (Mugisha, 2017).  
Both Uganda’s and South Africa’s policies are linked to poverty reduction, identifying poverty as a particular risk factor for poor mental health and including ‘the poor’ as a specific category (ibid, 2017). This is significant as it recognises wider social and environmental factors which impact on people’ mental health.
Another important strategy to increase access and make services more rights-based is the shift in focus away from services provided through centralised psychiatric hospitals to more accessible, less restrictive community-based services.  
Involvement of people with lived experience of mental health conditions 
A key principle of the CRPD is the meaningful involvement of people with disabilities and this includes those with lived experience of mental health conditions. 
Stakeholders from OPDs and WROs involved in focus group discussions called for greater involvement of people with lived experience and the organisations supporting them in the governance structures, including KADSAMHSA and MHAC and not just as peer support workers and councillors, see below. 
People with lived experience should be included as part of a recovery-oriented approach which emphasises empowerment, self-determination and the importance of people’s lived experience in their recovery outcomes. 
Effective implementation of the involvement of people with lived experience requires safeguards to be put in place to protect them from discrimination and any form of coercion or tokensim.  They should be fairly remunerated, and have clear roles and responsibilities outlined to ensure their involvement is ethical, sustainable and contextually appropriate. 
Current practice 
· The Kaduna Mental Health Law is aligned to the UN CRPD and was recognised and praised by key informants for its strong human rights framing.  This is a significant first step in improving the inclusion and adherence to human rights for persons with psychosocial, intellectual and cognitive disabilities, but still requires major shifts in practice and attitudes among health providers, policymakers, civil society and the wider communities.   
“The issue is not absence of instruments but failure to implement them consistently in mental health care” [footnoteRef:13] [13:  Interview with Kaduna government stakeholder] 

· The Kaduna Mental Health Law specifies a role for persons with lived experience as peer support workers (PSW):  
24. 2 (d) engage   persons   with   mental   health   conditions with practical experiences as peer support workers [Kaduna Mental Health Law, 2025]
· Safeguarding. The Kaduna Mental Health Law includes a number of paragraphs related to safeguarding of persons with psychosocial, cognitive, and intellectual disabilities. A number of stakeholders mentioned a lack of clear safeguards, as mental health service provision has not yet started, but that the Law provides a strong framework to develop these into operational guidance. 
“People with intellectual and cognitive disabilities were seen as facing the highest risk of rights violations, as they are often perceived as lacking capacity and therefore subjected to coercive decisions without adequate safeguards. ”[footnoteRef:14] [14:  Interview with Kaduna government stakeholder] 

“At the moment, there are no strong, clearly defined safeguards in practice because the Bill is still in the process of being operationalised. The Bill itself is expected to provide the main framework for preventing abuse, coercion, and violations of rights.” [footnoteRef:15] [15:  Interview with Kaduna government stakeholder] 

Considerations 
· Key areas for inclusion in safeguarding procedures include issues of coercion, detention, restraint, decision making, assessing mental capacity, confidentiality, protection of privacy, redress mechanisms and human rights protections.   
· People with lived experience and the organisations supporting them should have a greater role in the governance structures, like KADSAMHSA and MHAC and not just as peer support workers and councillors. 
· People with lived experience should be fairly remunerated for their work, similar to others doing comparable roles.  Job role descriptions should be clearly outlined and adhered to. 
6. [bookmark: _Toc223010998]Roles and responsibilities
The delivery of comprehensive and effective mental health services requires a range of roles and responsibilities to be established to support governance and leadership, public awareness, service provision at different levels, and data and research.  It also includes a range of sectors and actors: 
“The responsibility for delivering community-based mental health care straddles multiple sectors. Complementing health interventions with key social services, including child protection and access to education, employment and social protection, is essential to enable people with mental health conditions achieve their recovery goals and live a more satisfying and meaningful life.”  (WHO, 2022) 
Governance and leadership are essential to the effective coordination and implementation of mental health services. While government is the ultimate authority with responsibility for the citizens’ mental health there are a number of partners that have key roles to play – including civil society, networks and groups of people with lived experience of mental health issues and their families and carers. 
The Kaduna Mental Health Law sets out a number of different bodies and committees who have oversight and accountability for different aspects of Mental Health service provision. This Reference Note will not restate those different bodies but suffice to say a number of key considerations are included in the law. 
Most models agree that for basic mental health to be available to the wider population, it must be provided by non-specialised health workers, at all levels from community health worker to doctors and nurses, working in collaboration with and supported by specialised staff. This is the central premise of WHO’s strategy and approach and has been since the late 1970s.  
Kaduna is at the beginning of implementing a task shifting model where non-specialists provide mental health services integrated within PHC using WHO mhGAP.  This involves the following levels of workers:  
Community outreach level: community health workers can be trained on identifying common mental health conditions, delivering health education, providing basic psychosocial support at the community level, and making referrals to primary health care services. This role of provider could include people with lived experience, as above. 
Primary health care level: frontline PHCW, such as nurses, doctors, midwives, public health officers and social workers, can be trained to identify and manage mild to moderate mental health conditions at the primary health care level, following mhGAP guidance 
General hospital level: referral systems can be strengthened, and mental health inpatient units integrated into selected general hospitals, with nurses, doctors and midwives trained on the mhGAP. 
Another model presented in the literature is the C4 framework - a framework for comprehensive, collaborative, and community-based care (C4) for accessible mental health services in low-resource settings presented by Bolton et al (2023). The authors present five categories of workers all of whom should have complementary but distinctive roles (box 8).  
	Box 8: C4 framework
Community Psychosocial Workers 
The community psychosocial workers’ primary role is to provide mental health education and well-being support to help people increase their coping skills and manage difficult circumstances. They are well placed to facilitate referrals for people who may need more specific care and treatment for mental health conditions. This can be done through community visits and outreach activities. They may also play a role in peer support groups supporting community cohesion and social connectedness to promote mental health.  These services can be provided flexibly by the healthcare system, CBOs / NGOs, or through other community services like education, social protection, religious institutions etc. 
The model suggests a range of people who could provide these services, including people with lived experience of mental health conditions, and existing community members who already play a role, or are accepted by the community.    
Primary Health Care Providers
These are general healthcare providers already working in a non-specialised healthcare setting. This group may primarily be focusing on physical health and may be less comfortable addressing mental health conditions, yet they could be a critical cohort of providers to ensure and deliver integrated mental health services within primary health care settings.  
Using the WHO mhGAP tools this group of healthcare providers can assess people, provide psychoeducation, manage both common and severe mental health conditions, including prescribing medication and referrals where needed. They can also be responsible for monitoring and following up with patients when they return home to the community.  
Primary Mental Health Counsellors
This group is similar to the primary health care providers, but they focus more on conducting detailed assessments of mental health conditions and providing psychotherapeutic treatments. They may be based in clinics or other community centres or provide support at home. Interventions may be individual or in group settings. They should have formally recognised professional qualifications, and be recruited from a mix of genders, ages, ethnicities etc. Similar to other groups, persons with lived experience of mental health conditions should be encouraged to take on these roles.   
Hospital-Based Care Providers
These care providers are likely to be already working in secondary care facilities and managing both inpatient and outpatient care. They could be hospital-based nurses and doctors with psychiatric training with access to Specialised Mental Health providers, who they could consult with and seek advice on patient care. This model looks to expand the role of secondary care facilities to include outpatient psychiatric care and acute inpatient psychiatric care to treat those that need temporary protection. This model is central to a deinstitutionalisation approach, reducing the occurrence of patients being held in more restrictive environments that undermine their human rights. 
Specialised Mental Health Services Providers
This level of provider is likely to be psychiatrists, psychologists and/ or psychiatric nurses. The C4 Framework recognises that this group of trained service providers are often low in number in many countries, including in Nigeria and Kaduna State specifically, so their role is limited to the most severe cases that cannot be addressed by the other 4 categories of providers listed above. Their role is to receive referrals for the most severe cases from Hospital based care providers, provide consultations and advice to other providers, and provide care for those with the most complex psychiatric conditions, emphasising the least restrictive means and getting them back to the community for follow-up care and support as soon as possible. 



Collaboration with ‘informal’ mental health care providers  
There is also an important role to play for informal mental health care providers including, faith-based organisations, religious leaders, traditional healers, community leaders / elders, schoolteachers, police officers, community volunteers etc. However, it is important that these providers are integrated into the wider mental health system and appropriate regulations and accreditation is available to ensure the quality and safety of care. There is a risk that some of these providers may be offering outdated and harmful practices based on misconceptions. 
Current practice 
· The leadership is committed to improving access to mental health services in Kaduna. Having these champions in place is essential for the successful and sustainability delivery of mental health services at all levels throughout the State.  
Considerations
· A key consideration is how to manage overburdening existing staff who already have significant workloads and competing priorities to manage, when looking at both task-shifting and task-sharing and expanding support and supervision requirements.  Considering how to allocate these tasks among then team, sharing workloads, and rotating responsibilities may be one way to address this. Regular check-ins and supervisions should consider workload and stress-levels (see below). 
· Clear and transparent training and career pathways should be offered to different levels of staff. These should be clearly communicated and could be used to incentivise and motivate the workforce.  
· Support and supervision needs to be formally integrated into staffing structures, with adequate time allocated in job descriptions and responsibilities to ensure this does not get missed out. 
· An intentional focus on staff’s mental health and well-being is essential to both maintain quality of care and reduce turnover, and burnout.  
7. [bookmark: _Toc223010999]Conclusion 
The recently enacted Kaduna Mental Health Law is closely aligned to good practice models in mental health care and work has already begun on integrating mental health services into secondary and primary health care facilities, through training and task-shifting models, as recommended by WHO. There is high-level commitment to this approach among the leadership in Kaduna. 
The Law specifies providing a community-based approach to the provision of mental health care services and working in partnership with civil society organisations, and people with lived experience to offer the most acceptable and effective services closer to those who need it. The State is also working on developing standards and an accreditation process for organisations providing mental health services that are working outside of the formal health sector, including religious and community-based actors, many of whom have received no formal training.
The Kaduna Mental Health Law is aligned to the UN CRPD and has strong human rights framing, which is a significant first step in improving the inclusion and adherence to human rights for persons with psychosocial, intellectual and cognitive disabilities, but still requires major shifts in practice and attitudes among health providers, policymakers, civil society and the wider communities.   
That the leadership is committed to improving access to mental health services in Kaduna is a good indication of the potential for successful and sustainability delivery of mental health services at all levels throughout the State.  
This Reference Note outlines a number of considerations for KADSAMHA to review. 
· Integration of mental health into community-based primary care services is not only cost effective but improves detection and management of mental health conditions, helps reduce stigma and protect human rights. 
· There is need to consider the different needs and interventions for women and men, adolescents and young people, older people, and those experiencing conflict related trauma and provide appropriate and accessible interventions tailored to their needs. 
· Health care providers, including community health workers can become overburdened by these extra duties, especially in settings with substantial burdens of disease.  It is therefore crucial that adequate support and supervision is available to help them manage both the workload and the psychological impact of the work. 
· Task sharing alone is not enough to address all mental health needs and needs to be combined with a range of other strategies to support scale up.   
· A framework of collaborative care and referral system could be established to formalise the links between civil society organisations (CSOs), Faith Based Organisations (FBOs), Organisations of Persons with Disabilities (OPDs) and Women’s Rights Organisations (WROs) who all provide mental health support, psychosocial support, support groups or peer networks.
· Digital technologies have the potential to support task-shifting, but there is a need to consider the digital divide among the communities most at risk or in need of services. Digital exclusion may impact those most in need of mental health support. Data protection, privacy and confidentiality are critical issues to be aware of when considering providing a digital mental health service. 
· Peer support workers (PSW) should complement the services provided by clinical providers as part of a wider referral pathway, and not replace it.  Peer support may be particularly useful for specific groups like new or expectant mothers, adolescents and young people, military personnel etc. 
· Mental health indicators should be integrated into the existing health management information system (HMIS) at State and Facility level and not overburdened clinician teams. 
· People with lived experience and the organisations supporting them should have a greater role in the governance structures, like KADSAMHSA and MHAC and not just as peer support workers and councillors. They should be fairly remunerated and given clear role descriptions. 
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